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1. Introduction
In-hospital and long-term outcomes after Coronary artery Bypass grafting (CABG) are im‐
pacted by various factors including age, gender and various co-morbidities including chron‐
ic obstructive pulmonary disease, hypertension, diabetes Mellitus, dyslipidemia, chronic
kidney disease (CKD), Peripheral arterial disease (PAD) and even connective tissue disor‐
ders such as systemic lupus erythematosus, and rheumatoid arthritis.
Both CKD and PAD have been considered a major risk factor for morbidity and mortality post-
CABG [1]. Therefore, both are always considered as a variable when calculating risk for peri-
operative mortality in patients undergoing CABG in the popular EUROSCORE and society of
Society of Thoracic Surgeons National Cardiac Surgery Database scoring system [1,2].
We will discuss the degree of importance of these co-morbidities along with the epidemiolo‐
gy, underlying proposed pathogenetic mechanisms, significant associated co-factors, and al‐
so highlight the pertinent existing data on these parameters.
2. CKD and its impact on outcomes after CABG
Chronic kidney disease is defined as derangement in renal function for a period of at least
six months. It is broadly divided into five stages based on creatinine clearance or glomerular
filtration rate (GFR) obtained from either Cockcroft-Gault or modification of diet in renal
disease (MDRD) equations [3,4]:
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Cockcroft-Gault equation: Creatinine Clearance (ml/min) = [([140 − age] × weight [kg])/72 ×
serum creatinine (mg/dl)] (× 0.85 for women),
MDRD equation: GFR (mL/min/1.73 m2) = 175 × (serum creatinine)-1.154 × (Age)-0.203 × (0.742 if
female) × (1.212 if African American) (conventional units)
Creatinine clearance or glomerular filtration rate (GFR) represents renal function. Declining
values represent a decline in renal function. Stage 1 refers to glomerular filtration rate (GFR)
>90 ml/min and is generally asymptomatic. GFR between 60-90 ml/min is stage 2 CKD.
Stage 3 is GFR between 30 and 60 ml/min and is further subdivided into Stage 3A (GFR
45-60 ml/min) and Stage 3B (GFR 30-45 ml/min). Stage 4 is defined by GFR between 15-30
ml/min while GFR <15 ml/min signifies Stage 5 and is considered an indication for renal re‐
placement therapy i.e. dialysis. The most common etiological factors for CKD include diabe‐
tes mellitus and hypertension resulting in diabetic nephropathy and hypertensive
nephrosclerosis, respectively.
The presence of CKD is considered a major independent predictor for development of coro‐
nary artery disease (CAD). An analysis from the atherosclerosis risk in communities (ARIC)
study, Manjunath et al demonstrated that in 15,350 subjects with a mean follow up of over 6
years, there was a significant increase in acute coronary syndrome events in patients with
stage 3 and 4 CKD (14.2%) compared with 5.5% in patients with stage 1 CKD (HR 1.38 (1.02,
1.87). Additionally, with every 10 ml/min/1.73 m2 decline in GFR, there was a progressive
increase in the incidence of cardiac events [5].
2.1. Proposed pathogenic mechanisms
Many factors contribute in the mechanisms associated in the renal contribution to increased
risk of cardiovascular events. We briefly discuss a few here: Impaired renal function is asso‐
ciated with reduced erythropoietin synthesis and consequent anemia, which has been asso‐
ciated with cardiovascular disease [6]. Reduced 1, 25 (OH) vitamin D synthesis is associated
with increased parathyroid hormone levels and higher prevalence of vascular calcification
and arteriosclerosis [7].
Abnormal calcium phosphate metabolism is a consequence of renal dysfunction and it has a
strong association with increased adverse cardiovascular events. Hyperphosphatemia and hy‐
percalcemia are distinctly independent risk factors leading to a greater occurrence of cardio‐
vascular events in patients with CKD and additionally, are also associated with poor surgical
outcomes in patients undergoing CABG. Increased calcium-phosphate product greater than 55
and hyperphosphatemia escalates the development of secondary hyperparathyroidism which
has been linked to increased osteoclastic activity and enhanced calcium-phosphate precipita‐
tion in the vasculature. There is also increase in the number of protein receptors in vessel cell
membrane which increases deposition of calcium. In patients with CKD, vitamin D deficiency
is also present even in the early stages. Vitamin D levels have a pivotal role in calcium-phos‐
phorus homeostasis, regulation of parathyroid hormone (PTH), and bone metabolism and
turnover. Three plausible mechanisms have been suggested in the protective effects of vitamin
D against cardiovascular disease mortality are that vitamin D can inhibit various foci of inflam‐
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mation which is a key pathogenic mechanism in atherosclerosis; vitamin D also has an anti-
proliferative effect on myocardial cell hypertrophy and proliferation and prevents remodeling
which underlies the pathogenesis of congestive heart failure and vitamin D acts as an inhibito‐
ry endocrine regulator for the renin-angiotensin system, which triggers the cascade of hyper‐
tension and decompensated heart  failure[8].  Thus,  with low 1,25 hydroxy cholecalciferol
levels, this effect is pronounced causing even further increase in cardiovascular risk.
We will discuss the outcomes of patients with CKD with the two modes of revascularization
namely percutaneous and then, surgical. Additionally, we will take into account the impact
of various comorbidities such as diabetes, dyslipidemias with respect to lipoprotein levels as
well as the role of oxidative stress in this patient population.
Although long-term mortality may improve with surgical revascularization in dialysis pa‐
tients with coronary artery disease, perioperative mortality continues to remain higher among
patients with end-stage renal disease (ESRD) requiring CABG. Various studies have compared
the outcomes of percutaneous coronary intervention (PCI) versus CABG and showed that mor‐
tality is not different [9-11]. However, these studies were from the 1990s and percutaneous
techniques have been refined since then with improved outcomes. Newer studies are required
to compare outcomes of percutaneous versus surgical revascularization.
2.2. Outcomes with percutaneous coronary intervention
In hemodialysis dependent patients (CKD stage 5), clinical outcomes of PCI are especially
poor. Before the advent of coronary stents 20 years ago, when percutaneous revasculariza‐
tion was performed with balloon angioplasty alone, it was found that patients with ESRD
experience a higher rate of coronary restenosis and recurrent angina, when compared to pa‐
tients without ESRD [12]. In another case control study of twenty patients with ESRD and 20
age and sex matched controls without renal disease, it was shown that the rate of restenosis
was 60% in ESRD patients, as compared to 35% in patients without renal disease. Restenosis
was found to be dependent on size of vessel dilated and there was increased prothrombotic
risk secondary to increased fibrinogen concentrations [13].
Many patients with ESRD experience silent ischemia. The possible mechanism being uremic
polyneuropathy and therefore, may not experience typical ischemic symptoms.
In a prospective study of 5327 patients undergoing percutaneous coronary intervention
(PCI) with a follow up of over five years, rate of death or myocardial infarction at one year
was 1.5% in CKD patients with creatinine clearance >70 ml/min, 3.6% in patients with creati‐
nine clearance between 50-70 ml/min, 7.8% between 30 and 49 ml/min and 18.1% with crea‐
tinine clearance less than 30ml/min. This study showed a progressive increase in adverse
outcomes with worsening renal function. CKD was a strong predictor of adverse cardiovas‐
cular events including death and MI [14].
2.3. CABG in patients with renal dysfunction
Even though conflicting studies exist, a large study has shown that although there is in‐
creased risk of mortality in patients with ESRD undergoing CABG when compared to pa‐
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tients without significant renal disease, it still portends a better outcome in terms of
mortality when compared to percutaneous revascularization in this patient population [15].
2.4. Hard endpoints after CABG
It has been shown that the lower the GFR, the worse the mortality after CABG. In a study of
2067 patients, it was found that estimated GFR was a powerful and independent predictor
of mortality in multivariate analysis. Estimated average GFR in patients who died was
57.9+/-17.6 mL/min per 1.73 m2 mg/dl, as compared to 64.7 +/- 13.8 mL/min per 1.73 m2 in
those who survived at an average follow-up for 2.3 years [16].
In a database review of 483,914 CABG patients over a three year period, it was shown that
the post-operative mortality rates for stage 2, stage 3, and stage 4 CKD patients were 1.8%,
4.3% and 9.3 % respectively. Also, there was a higher incidence of stroke, need for re-opera‐
tion, sternal infection, prolonged mechanical ventilation greater than 48 hours and a hospital
stay of longer than two weeks [17]. In a prospective study of 15,500 CABG patients over a
five year period, it was shown that dialysis dependent patients with CABG had higher risk
of in-hospital mortality as compared to non- dialysis dependent CABG patients (12.2% as
compared to 3.1%) and also significantly higher risk of mediastinitis (3.6 vs. 1.2%) [18].
One of the largest initial studies on CABG outcomes in ESRD patients 13 years ago was a
retrospective study on 82 patients in which patients had a mean follow-up of 3 years. 18.5 %
of the patients had left ventricular ejection fraction (LVEF) <0.45 and the aortic cross clamp
time was fairly good at 50 ± 3 minutes [10]. Mean number of grafts was 2.3. Sixty-two per‐
cent of patients received left internal mammary grafts. In this study, 30-day mortality rate
was 14.6%, and the mean survival rate at one, three and five years was 71%, 56% and 39%
respectively. Thirty day mortality was 14.6% due to a variety of causes including myocardial
infarction, cardiac arrest or cardiac tamponade. This study showed that although there was
high peri and post- operative as well as long term mortality in ESRD patients undergoing
CABG, there was a significant improvement in functional status as a result of CABG. The
use of internal mammary artery grafts was related with less in-hospital mortality as well.
Perioperative atrial fibrillation occurred in 12.1 % of patients within the first thirty days.
With patients having preoperative Newyork Heart Association (NYHA) class III or class IV
symptoms, LVEF less than 45% and age greater than 60 years, there was higher long term
mortality. The incidence of post- operative bleeding and sternal infection was 3.6% which
was higher when compared to patients not on dialysis.
Patients with CKD have a poor baroreceptor reflex. Therefore, they do not adjust very well
in conditions like post-operative hypotension. Therefore, poor cardiac output can be more
symptomatic in this group of patients [19].
In a study of 2438 CKD patients undergoing CABG over a three year period, operative mor‐
tality was 4.8% in individuals with stage 3 CKD and 7.1% in individuals with stage 4–5 CKD
while it was 2.2% in those without significant CKD [20]. CKD was associated with increased
post-operative blood transfusion requirement, acute kidney injury superimposed on CKD,
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myocardial injury and cardiac arrest. Use of blood transfusions and acute kidney injury
were strongly associated with in-hospital death in CKD patients.
2.5. Impact of mode of dialysis on outcomes after CABG
The mode of dialysis is equally important in influencing CABG outcomes, namely perito‐
neal (PD) and hemo-dialysis (HD). Peritoneal dialysis has been associated with worse out‐
comes when compared with hemodialysis [21,22]. Following CABG, diaphragmatic
splinting, atelectasis and hypoxemia can occur after early post-operative initiation of PD. In
a retrospective analysis of 105 patients, among whom 40 were on PD, and 65 on HD and all
patients had been on dialysis for at least 2 months prior to CABG, it was demonstrated that
the incidence of post- operative dialysate leak and peritonitis was 10% and 12.5% respective‐
ly in patients on PD. On the other hand, incidence of arterio-venous access thrombosis was
4.6% in patients on HD. Besides older age, PD was an independent risk factor of high opera‐
tive mortality (adjusted OR for in hospital mortality in PD patients was 22.58). Actual causes
of mortality included sepsis, cardiac arrest, pneumonia and gastrointestinal bleed. Chief in‐
fective organisms in septic patients were Staphylococcus aureus (coagulase negative), Pseu‐
domonas aeruginosa, and Enterococcus faecalis [21]. Risk of peritonitis is higher if
gastroepiploic artery is harvested for CABG as it requires diaphragmatic incision [22].
2.6. Impact of comorbidities in patients with CKD undergoing CABG
Diabetes and hypertension are the most common causes of CKD and they are also the major risk
factors for coronary artery disease, therefore, the incidence of CAD is higher in these patients.
2.6.1. Diabetes
Diabetes is present in almost one third of CKD patients undergoing CABG and is considered
a strong predictor of mortality in this patient group [23,24].
Szabo et al showed in a study of 2779 CABG patients that in 19.4% of patients with diabetes,
the cross-clamp and cardiopulmonary bypass times as well as the need for inotropic sup‐
port, transfusion of blood products and progression of renal failure were all higher in pa‐
tients with CKD. Additionally, the incidence of post-operative stroke was greater in diabetic
patients (4.3% vs. 1.7%). Five year survival rate was 84.4% in diabetic group while it was
91.3% in the non- diabetic group [25]. Another study showed that diabetes was an inde‐
pendent major predictor of morbidity and mortality in CABG patients. In 12,198 patients, it
was observed that the diabetic group had higher rates of post-operative mortality (3.9% vs.
1.6%) and stroke (2.9% vs. 1.4%). The five and ten year survival rates were 78% and 50%
among patients with diabetes as compared to 88 and 71% in the non-diabetic group [26].
Morris et al demonstrated in a study of 5654 patients undergoing CABG that the five year
survival rate for diabetic patients was 80% as compared to 91% for non- diabetics [27]. Out‐
comes of CABG are improved in diabetic patients who undergo grafting of internal mam‐
mary arteries, with two being better than one. In a retrospective analysis of 4382 patients
undergoing CABG, it was shown at 10 year follow-up that bilateral internal mammary ar‐
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tery grafting in addition to SVGs in diabetic patients improved survival and decreased need
for revascularization compared with single internal mammary artery grafting along with
SVGs [28]. The strong correlation between diabetes and cardiovascular outcomes including
survival and myocardial infarction is due to the diffusely extensive and rapidly progressive
nature of atherosclerotic coronary artery disease (CAD) in this group of patients. Various
other factors such as oxidized low-density lipoproteins (LDL), hyperglycemia causing ad‐
verse metabolic shifts, deranged fibrinolysis, increased coagulability, and advanced reno‐
vascular hypertension resulting in change in vessel architecture also contribute to the
progressive nature of CAD in diabetics. There is increased tendency for LDL induced athe‐
rosclerotic plaque formation and there is greater predisposition to thrombosis due to in‐
creased blood viscosity secondary to high plasma protein levels. There is also platelet and
endothelial dysfunction and increased production of thromboxane A2 and von- willebrand
factor along with decreased production of prostacyclins which creates a procoagulant state.
Coronary vasodilation is impaired as a result of loss of the hyperpolarizing mechanics nor‐
mally present in endothelial cells. Autonomic neuropathy in diabetes increases cardiac
chrontropic workload and subsequently leads to greater oxygen demand even at rest. There
is enhanced vascular tone in the coronary atherosclerotic plaque area leading to further re‐
duction in blood flow, producing orthostatic changes which leads to reduction in coronary
perfusion pressure and mitigates warning signs of ischemia such as angina [27,29-32].
2.6.2. Hypertension
Hypertension has also been associated with worse post CABG outcomes. In a multi centre
study of 2417 patients among whom patients were categorized into patients with normal
preoperative blood pressure, isolated systolic hypertension (systolic blood pressure >140
mm Hg), diastolic hypertension (diastolic blood pressure >90 mm Hg), or a combination of
systolic and diastolic hypertension. It was found that isolated systolic hypertension was as‐
sociated with a 40% greater risk of adverse outcomes such as stroke, renal failure, congestive
heart failure and all cause mortality after CABG. Even after correction for confounding risk
factor adjustment, the increased risk of adverse outcomes was significantly more pro‐
nounced in hypertensive patients [33].
2.6.3. Impact of other risk factors
In a study of 936 hemodialysis patients to elucidate correlation of recognized risk factors in
CKD patients, it was found that correlation with diabetes, smoking, African-American race
and increasing age of above fifty- five years was strong. It is suspected that non-traditional
risk factors like uremic environment and hemodialysis procedure using arteriovenous fistu‐
lae and high output state associated with these fistulae also impact the outcomes after
CABG adversely [34].
Dyslipidemia with a high LDL is a classic risk factor for development of CAD in the general
population. However, it is likely not a major risk factor in patients with advanced renal dis‐
ease. In a study of 210 dialysis dependent patients compared with 223 control subjects with
normal renal function, it was found that high density lipoprotein (HDL) levels were low
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while intermediate and very low density lipoprotein (IDL and VLDL) levels as well as tri‐
glyceride levels were higher in dialysis patients while there was no significant difference in
LDL levels [35]. In part, the role of decreased renal metabolism of lipids leads to a decreased
level of LDL is likely the cause.
Atherosclerosis is regarded as an inflammatory process [36]. It has also been shown that in
dialysis-dependent patients, oxidative stress is increased resulting in a pro-inflammatory en‐
vironment. As a result, incidence of cardiovascular events is increased. In a comparison
study of 28 healthy subjects and 31 patients with renal disease, it was discovered that gluta‐
thione peroxidase and superoxide dismutase activities were increased in patients on HD
while total glutathione and glutathione reductase activity is reduced resulting in increased
oxidative stress [37].
2.6.4. Impact of renal artery stenosis on CABG
Renal artery stenosis (RAS) can lead to refractory hypertension and gradual deterioration in
kidney function. The presence of underlying RAS and its effect on CABG outcomes has been
studied and variable results have been obtained. In a study of 798 patients undergoing iso‐
lated CABG with 18.7% having renal artery stenosis (>50% stenosis), acute renal failure de‐
veloped in 10.2% of patients post procedure. The mortality rate was 14% in patients who
developed acute renal failure (ARF) post operatively, while it was 0.2% in patients who did
not develop ARF. However, presence of RAS was not associated with development of ARF
post-operatively [38].
In a series of eighteen patients undergoing CABG who also had varying degrees of RAS
with mean serum creatinine of 2.6±2.7 mg/dl, RAS was not associated with adverse out‐
comes post-operatively [39].
2.7. Post-CABG complications in patients with CKD
Besides relatively increased short-term mortality in patients with CKD undergoing CABG,
they also encounter increased morbidity from infections, blood transfusions, and stroke. In a
retrospective analysis of 3954 patients where 82.7% patients had creatinine <1.5 mg/dl, and
16% had a serum creatinine level between 1.5 and 3.0 mg/dl, it was demonstrated that pa‐
tients with a serum creatinine level >1.5 mg/dl had a mortality of 7% compared to 3% in pa‐
tients with serum creatinine <1.5 mg/dl. Additionally, patients with a higher serum
creatinine level had a higher incidence of requiring prolonged mechanical ventilation (15%
vs. 8%), risk of stroke (7% vs. 2%), and bleeding complications (8% vs. 3%). Three infectious
complications (mediastinitis, graft harvest site infection, and chest wound infections) were
not different among these groups, whereas the occurrence of pneumonia and endocarditis
was significantly higher in patients with a higher serum creatinine [40].
2.7.1. Prolonged mechanical ventilation
It is believed that the prolonged mechanical ventilation and the need for re-intubation after
CABG in patients with renal dysfunction are due to a compromised ability to eliminate fluid
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volume, thereby predisposing patients to impaired alveolar gas exchange. Additionally, re‐
nal failure would result in decreased metabolism and elimination of sedative, anxiolytic and
analgesic drugs leading to impairment of respiratory drive.
A study showed that ventilatory complications such as need for greater than 48 hours of me‐
chanical ventilation and re- intubation is high in patients with significant renal dysfunction
undergoing CABG, when compared to patients with normal or mild renal dysfunction [40].
Another study showed a stepwise increase in need for prolonged mechanical ventilation as
the renal function deteriorates. In this study, the ventilator dependence rate greater than 24
hours was 8.6%, 14.7%, and 20.2%, as the stage of CKD increased [20].
2.7.2. Bleeding complications post CABG
Platelet dysfunction is a consequence of uremia in patients with CKD and they are more
prone to bleeding complications requiring blood transfusion. A study showed that signifi‐
cant renal dysfunction (serum creatinine of 1.5 to 3.0 mg/dl) significantly increases bleeding
complications such as disseminated intravascular coagulation, gastrointestinal hemorrhage,
or thoracic hemorrhage sufficient to require reoperation, or result in cardiac complications
such as cardiac arrest and low cardiac output [40].
The association of transfusion with mortality is particularly interesting. CKD impairs eryth‐
ropoiesis in the bone marrow due to reduced synthesis of erythropoietin, and is associated
with pre-operative anemia of chronic disease and also leads to increased risk of bleeding af‐
ter CABG [41]. Strategies to optimize preoperative hemoglobin and to minimize post-opera‐
tive transfusion could possibly improve operative outcomes in patients with CKD.
Transfusion needs are also increased as a result of uremia induced platelet dysfunction
which can cause an increase in bleeding tendency in these patients.
2.7.3. Other post-CABG complications in CKD
Interestingly, occurrence of post-operative atrial fibrillation has been shown to increase with
worsening renal function as well. In a study, the occurrence of atrial fibrillation was 22.2%.
19.2% and 16.5% in severe, moderate and mild CKD patients respectively [20].
Different studies have demonstrated the increased incidence of stroke in patients with CKD.
In an analysis on 2438 patients undergoing CABG, the incidence of stroke was 3%, 2.7% and
1.7% in severe, moderate and mild CKD groups [20].
Infectious complications occur more commonly in patients with CKD undergoing CABG as
well. A study showed that deep sternal infection, pneumonia, septicemia, infection involv‐
ing a leg vein and overall infection rate was higher as the CKD stage increased (9.0%, 5.1%,
and 3.5% in severe, moderate and mild CKD respectively) [20].
2.8. Impact of aortic cross clamp time in CABG
Aortic cross clamping time is the period during which an occlusive clamp is placed on the as‐
cending aorta close to the innominate artery as a part of achieving cardioplegia before proceed‐
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ing with coronary bypass grafting. The mechanism of induction of cardioplegia involves
prevention of repolarization of myocardial cell membrane due to the high potassium concentra‐
tion of the cardioplegic fluid causing inactivation of the sodium channels which initiate the ac‐
tion potential. The hypothermic fluid of cardioplegia induces asystole. When the solution is
administered in the aortic root it is termed antegrade and when administered in the coronary si‐
nus, it is called retrograde. Myocardial protection with cardioplegia decreases the energy de‐
mands of the heart by arrest of the contractile apparatus. This is considered to be an extension of
ischemia tolerance which is considered to minimize the deleterious effects of induced cardiac
arrest. However, it still is desirable to keep duration of cardioplegia at a minimum as the aortic
cross-clamp time is an important factor in predicting mortality in cardiac surgery and the lesser
it is, the better the outcomes. The metabolic processes resulting from cardiac ischemia include
sudden cessation of normal aerobic cardiac metabolic events, reduction in creatine phosphate,
initiation of anaerobic glycolysis, and build-up of lactate and alpha glycerol phosphate as well
as nucleotide metabolites. This is associated with contractile impairment and electrical path‐
way alterations consistent with typical EKG changes. The myocardial demand for high energy
phosphate substrates is increased when the availability of adenosine triphosphate decreases.
The predominant mode of energy derivation is switched to anaerobic glycolysis in the ischemic
tissue. With early ischemic component, contractile activity and later on ion transport utilizes
available adenosine triphosphate but gradually with the increase in ischemic time period, the
metabolic demands undergo a compensatory reduction to prevent further ischemic damage. Ir‐
reversible injury in cardiac muscle is highlighted by very low levels of adenosine triphosphate,
lack of energy production even by anaerobic mode, progressive accumulation of hydrogen
ions, adenosine monophosphate, and lactic acid with a consequently high osmotic load, mito‐
chondrial swelling and amorphous densities in matrix, and loss of integrity of the sarcolemmal
membrane. The precise mechanism of pathogenesis is still elusive. In animal models, severe is‐
chemia causes irreversible cell injury and death in one hour while with less severe ischemia in
the mid and sub-epicardial myocardium, survival is possible up to six hours. Irreversible injury
and cell death after six hours is inevitable. The ischemic injury changes reverse to a certain de‐
gree after reperfusion but how quickly and completely this transformation occurs is highly vari‐
able ranging from minutes to days.  Aerobic  metabolism is  restored early while  adenine
nucleotide pool and stunning resolve slowly [42].
Systolic dysfunction with reduction in LVEF <0.40 is also an indicator of poor prognosis in CKD
patients undergoing CABG. In a comparison study of aortic cross clamp times in patients with
normal versus reduced ejection fraction in 27,215 patients in which 99.8 % received antegrade,
retrograde or combined cardioplegia, it was found that prolonged aortic cross clamp time was
an independent predictor of mortality [43]. It was shown that a combination of reduced LVEF
and prolonged aortic cross clamp time especially with CKD compounds the ischemic effects
and increases overall risk of perioperative mortality. In this study, the mean aortic cross clamp
time was 68± 20 minutes, number of distal grafts was 3.1± 1.4 and 68.7% of patients underwent
grafting of the left internal mammary artery. The incidence of pulmonary complications was
12.2% and stroke was 2.27%. Fifty-two percent of the patients had baseline hypertension, 29%
had diabetes and 7% were dialysis dependent.
It has been shown that patients undergoing CABG with off pump or beating heart technique
experience improved post-operative outcomes and less perioperative mortality. In a study
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of 638 patients with acute coronary syndrome undergoing emergency CABG out of which
240 were operated off pump and 398 had standard on-pump CABG. 14.5% of patients were
in cardiogenic shock along with serum creatinine greater than 1.8 mg /dl. Follow-up was up
to 5 years. The results showed that in the off pump CABG group, in-hospital outcomes were
significantly better. With off-pump CABG, skin incision to culprit lesion revascularization
time was significantly reduced. There was less requirement for prolonged mechanical venti‐
lation, less need for inotropic support, less incidence of atrial fibrillation, lower stroke rate
(2.5 % vs. 6.7%), shorter intensive care unit stay and less sternal wound healing complica‐
tions (2.5% vs. 3.5%). The overall hospital mortality rate was also reduced (5.7%) as com‐
pared to those on cardiopulmonary bypass (8.6%) [44].
2.9. Conclusion
As we have discussed, numerous studies have shown that patients with CKD have worse
outcomes including an increased mortality and other complications after undergoing CABG,
when compared to patients without CKD. However, an increasing number of patients with
ESRD continue to undergo CABG and additionally, these patients are getting more complex
a higher presence of comorbidities including diabetes, hypertension and obesity [Figure 1].
However, fortunately, in-hospital mortality rates have declined remarkably from over 31%
to 5.4% in patients with ESRD (versus 4.7% to 1.8% among patients without ESRD) [45].
However, the mortality in ESRD patients remains 3-fold higher which indicates the need of
continued work to improve outcomes in these patients [Figure 2].
Figure 1. Graph depicting the increasing trend in the number of patients with end-stage renal disease (ESRD) under‐
going coronary artery bypass grafting (CABG) over a 15-year period (Data from Parikh DS, Swaminathan M, Archer LE,
et al. Perioperative outcomes among patients with end-stage renal disease following coronary artery bypass surgery in
the USA. Nephrol. Dial. Transpl 2010; 25(7):2275-2283).
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Figure 2. Graph depicting the constantly decreasing trend in mortality of patients with end-stage renal disease (ESRD)
undergoing coronary artery bypass grafting (CABG) compared to patients without ESRD, over a 15-year period (Data
from Parikh DS, Swaminathan M, Archer LE, et al. Perioperative outcomes among patients with end-stage renal dis‐
ease following coronary artery bypass surgery in the USA. Nephrol. Dial. Transpl 2010; 25(7):2275-2283)..
Studies have shown that cardiovascular risk modification using ACC/AHA guideline rec‐
ommended therapies for CAD, such as aspirin, beta blockers, hydroxymethyl coenzyme A
(HMG-Co A inhibitors popularly known as statins) and angiotensin converting enzyme
(ACE) inhibitors are used less frequently in patients with CKD when compared to patients
without CKD [14,46-48]. These medications have been shown to decrease the risk of cardio‐
vascular events across the population at risk. However, it is also true that many of those tri‐
als excluded patients with significant renal disease, which therefore poses a questions mark
on their efficacy in patients with advanced CKD. Randomized trials to evaluate efficacy of
these medications in patients with advanced renal dysfunction are warranted.
3. Peripheral arterial disease and CABG outcomes
The presence of peripheral arterial disease (PAD) plays a significant role in the potential
morbidity and mortality of patients undergoing CABG. Coexisting CAD and PAD signifi‐
cantly influences long term survival adversely [49,50]. In the Coronary Artery Surgery
Study (CASS), PAD was found to carry a higher risk of mortality even when compared to
patients who had previously experienced myocardial infarction and angina [51].PAD is in‐
cluded as a major risk factor when calculating risk of mortality in patients undergoing
CABG [1,2]. Non-invasive diagnostic testing for PAD includes segmental pressure measure‐
ment, treadmill stress, and Doppler ultrasound with the most significant information pro‐
vided by the ankle-brachial index (ABI). Normally it is greater than 1.0 while <0.9 is
considered abnormal. In patients with critical limb ischemia, the ABI is commonly <0.4. It is
suspected that in PAD patients, poor surgical outcomes after CABG could be related to rap‐
id progression of atherosclerotic coronary artery disease and more extensive small vessel
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CAD with poor target foci for intervention resulting in higher mortality rates. Also the high‐
ly variable rates of CAD progression in patients with and without PAD leads to poor out‐
comes as well [52].
In comparison with PCI, CABG has been shown to improve mortality significantly more in
patients with PAD. Data from 1305 consecutive patients undergoing coronary revasculariza‐
tion (PCI, n = 341; CABG, n = 964) between 1994 and 1996 showed that patients with PAD
undergoing CABG had better survival at 3 years when compared to PCI (hazard ratio 0.68;
95% CI 0.46-1.00; p = 0.05) [53].
In a retrospective analysis on 1,164 consecutive patients who underwent CABG (370 with
PAD), it was shown that PAD did not impact 30-day mortality. However, multivariable
analysis showed that patients with PAD had a significantly worse 9-year survival rate com‐
pared to patients without PAD (72.9% vs. 82.8%; adjusted hazard ratio, 1.7; p = 0.004) [54].
Trachiotis et al studied long-term survival in 11,830 CABG patients, 744 of whom had LVEF
<0.35. Among all patients, regardless of ventricular function, diabetes was linked with a 59%
increase in the relative risk of death [55]. It was shown by Birkmeyer et al that patients un‐
dergoing CABG with history of PAD had a 20% five-year mortality rate as compared to 8%
for those without known PAD [56,57]. Kaul et al showed that after risk factor adjustment,
patients with PAD had mortality rates twice as high as patients without PAD [58]. Loponen
et al showed in a multicenter study on 3000 patients that patients with PAD undergoing
CABG had a 71% greater in-hospital mortality rate than those without PAD [59].
In a ten year prospective study of 8000 patients with PAD undergoing CABG, it was seen
that they had a higher incidence of various intra- and post-operative complications includ‐
ing arrhythmias, stroke, pulmonary complications, low cardiac output state, longer hospital
stay, infections, and acute renal failure. These results have been borne out by other studies
as well [60-63].
The anatomic diversity of obstructive atherosclerotic disease process is particularly interest‐
ing. Patient can have isolated cerebrovascular disease involving carotid arteries, or lower ex‐
tremity arterial disease or a combination thereof. It has been shown that as the number of
involved arterial beds increases, the mortality increases. In a study on 2817 patients under‐
going CABG, it was demonstrated that when compared to patients with CAD alone, the
mortality was 1.6 times, 2.5 times, and 2.8 times higher for patients with concomitant cere‐
brovascular disease, lower extremity arterial disease and both cerebrovascular and lower ex‐
tremity arterial disease, respectively [64]. Another study found that in patients younger than
40 years, the most common pattern of lower extremity arterial disease is aortoiliac disease
while in patients older than 40 years, femoro-popliteal disease is predominant and causes
intermittent claudication in 65% of these patients [65].
Commonly, patients with iliac disease have hemodynamically significant stenoses, while
majority of patients with femoral disease have total occlusions characteristically involving
long segments of the superficial femoral artery. Consequently, percutaneous revasculariza‐
tion of the femoral arterial segments is technically difficult as compared to iliac endovascu‐
lar repair. The risk factors associated with PAD are similar to those for CAD, with diabetes
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and smoking being the major ones. Diabetes is a major predictor of outcomes of CABG in
patients with PAD. It is associated with more than 50% of major amputations in patients
with PAD. In a study of 261 patients by Jonason et al (47 diabetic and 224 non diabetic), at
six year follow up, showed an incidence of gangrene in 31% of diabetics as compared to 5%
in non-diabetics [66]. Also hypertension, strong family history of premature atherosclerotic
vascular disease, and hyperlipidemia are also contributory. Progression to severe ischemia
or amputation in symptomatic patients with intermittent claudication occurs at 1.4% per
year with poor prognosis in patients with diabetes and smoking [66,67].
The rate of all-cause mortality in patients with large-vessel PAD compared with the normal
population is three times greater, while the risk of cardiovascular mortality is six-fold more,
with the most common etiology being myocardial infarction or stroke [67]. In an analysis of
900 patients with LVEF of 0.35 or less, among whom 38% were diabetics, all-cause mortality
was 26% in diabetics and 24% in non-diabetics (p>0.05). However, 4 -year re-hospitalization
rates were 85% in diabetics and 69% in non-diabetics (p = 0.0001). The incidence of superfi‐
cial sternal wound infection was 3.3 times higher and of renal failure was 2.2 times greater
in diabetic patients as compared to non- diabetics [68].
Finally,  a  combination of  CKD and PAD is  even worse for  the overall  outcomes of  pa‐
tients  undergoing  CABG.  In  a  prospective  study  of  36,641  CABG  patients  over  a  ten
year  period,  long  term  survival  rates  of  patient  groups  stratified  as  non-  diabetic,  dia‐
betic  with PAD and CKD, and diabetics  without  PAD and CKD were determined.  The
follow  up  was  equivalent  to  154,140  person-years.  Annual  mortality  rates  for  non-dia‐
betic  and diabetic  groups were  3.1  deaths  per  100  person-years  and 4.4  deaths  per  100
person-years,  respectively.  The  annual  mortality  rate  for  diabetic  subjects  with  CKD,
PAD,  or  both  was  significantly  higher  at  9.4  deaths  per  100  person-years.  Thus,  pa‐
tients  undergoing  CABG  who  are  diabetic  along  with  having  PAD  and  CKD  are  at
highest  mortality  risk over long term follow up of  10 years  [69].
3.1. Impact of cerebrovascular disease on outcomes of CABG
Carotid artery stenosis  is  an important  risk  factor  in  determining post  CABG outcomes
such  as  stroke  and  additionally,  has  a  direct  impact  on  perioperative  mortality  [70,71].
Duplex  ultrasonography  or  contrast-based  techniques  can  be  utilized  pre-operatively  in
high risk patients  with age greater  than 65 years  and multiple  risk factors  such as  dia‐
betes  mellitus,  hypertension,  and  previous  transient  ischemic  attacks  or  stroke.  In  case
of  severe  carotid  disease,  surgical  planning might  need to  include carotid  endarterecto‐
my  along  with  CABG  simultaneously  versus  consideration  for  endovascular  repair  of
carotid disease pre-operatively.
In  a  study of  582  patients  undergoing  CABG,  preoperative  carotid  artery  duplex  scans
were  performed  to  assess  the  presence  of  asymptomatic  carotid  artery  stenosis.  >50%
uni-  or  bilateral  stenosis  was  present  in  22% while  >80% uni-  or  bilateral  stenosis  was
present  in  12% of  patients.  The  post-operative  hemispheric  stroke  rate  in  patients  with
carotid  stenosis  >50%  was  3.8%  as  compared  to  0.34%  in  patients  without  carotid
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stenosis  (p  =  0.0072).  Also  the  risk  of  hemispheric  stroke  was  5.3%  in  patients  with
unilateral  80% to  99% stenosis,  or  bilateral  50% to  99% stenosis,  or  unilateral  occlusion
with contralateral  50% or  greater  stenosis.  Patients  with  a  unilateral  50% to  79% steno‐
sis  did not  suffer  a  stroke in this  study [70].
In a study of 3344 patients undergoing CABG who were followed over a three year period
to assess the effect of carotid artery stenosis on perioperative stroke and mortality, it was
found that the clinical outcomes were directly related to the degree of carotid stenosis. Pa‐
tients with carotid stenosis <60% had a significantly less risk of suffering perioperative
stroke and mortality when compared to patients with >60% stenosis, especially patients with
a totally occluded carotid artery [71].
These  studies  signify  carotid  artery  disease  as  an  important  subset  of  patients  with
PAD  which  can  adversely  affect  post  CABG  outcomes  in  terms  of  incidence  of  stroke
and mortality  rates.
3.2. Impact of microvascular disease on CABG
Microvascular disease, such as that which occurs in diabetic patients has also been shown to
adversely affect outcomes after CABG. These complications generally stem from a cumula‐
tive poor glycemic control. In a study on 223 patients with diabetic retinopathy followed 11
years post-CABG, it was found that diabetic retinopathy was a strong independent predic‐
tor of overall mortality (relative risk [RR], 4.0), and repeat revascularization (RR, 3.0) [72].
3.3. Use of LIMA and SVG grafts
Use of internal mammary artery (IMA) grafts in patients undergoing CABG have been asso‐
ciated with improved short and long-term survival, increased patency and decreased perio‐
perative mortality. However, in patients with significant PAD, it could be the major source
of collateral flow to the lower extremities in patients with aorto-iliac disease. The finding
that the mammary artery collateralized the iliac artery led to major treatment changes in all
patients undergoing CABG [73]. Therefore, it is advisable to perform angiography of this
conduit before referral for CABG in patients with PAD.
In  a  study  on  21,873  patients  among  whom  87%  underwent  grafting  of  left  IMA,  and
were  followed  for  7  years,  there  was  a  significantly  decreased  risk  of  mortality  in  all
subgroups.  Additionally,  the  incidence  of  stroke,  repeat  intervention,  bleeding  compli‐
cations,  mediastinitis  or  sternal  dehiscence  requiring surgery  was  less  with  use  of  IMA
grafts.  The  adjusted  mortality  rate  was  2.2% vs.  4.9%,  and rate  of  stroke  was  1.6% vs.
1.9%  in  patients  undergoing  IMA  versus  no  IMA  grafting,  respectively.  Infective  me‐
diastinitis  or  sternal  dehiscence  was  seen  in  1.1% of  the  LIMA group and  1.3% of  the
non-LIMA group [74].
It  has  been  shown  that  use  of  LIMA  grafts  is  even  associated  with  lower  in  hospital
mortality  even  in  patients  with  a  higher  number  of  risk  factors  such  as  age  greater
than  70  years,  elevated  left  ventricular  end-diastolic  pressure,  left  ventricular  ejection
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fraction  less  than  40%,  small  body  mass  index,  or  clinical  presentation  in  acute  or
emergency  setting.  So,  there  is  a  proven  consistent  trend  of  protective  LIMA  effect  in
high risk groups as  well  [75].
3.4. Impact of PAD on graft failure in CABG
A  major  cause  of  short-term  mortality  post  CABG  and  therefore,  poor  surgical  out‐
come  is  graft  failure.  In  1972,  Lesperance  et  al  reported  that  out  of  a  total  of  105  sa‐
phenous  vein  grafts  (SVG)  used  during  CABG,  20%  had  early  occlusion  [76].  In  a
review  of  SVG  disease,  Motwani  and  Topol  showed  an  early  SVG  occlusion  rate  of
15%  and  elucidated  the  diverse  etiology  of  SVG  closure  [77].  At  one  month  post
CABG,  the  major  cause  of  graft  failure  is  thrombosis.  From  a  month  to  one  year  post
CABG,  intimal  hyperplasia  is  the  chief  contributor  while  after  one  year,  atherosclerotic
changes  have  been  primarily  implicated.  They  also  demonstrated  that  arterial  runoff
was  the  single  most  important  determinant  of  short-term graft  survival.  Occluded  ves‐
sels  distal  to  the SVG anastomosis  resulted in thrombosis  and graft  failures.
The  internal  diameter  of  the  mid-LAD  is  approximately1.7  mm,  while  that  of  the  sa‐
phenous vein is  4-5 mm. This difference leads to variable flow rates and slow flow ve‐
locity  in  the  SVG  as  compared  to  mid-LAD.  The  sluggish  flow  causes  red  blood  cell
sledging  and  consequent  thrombosis.  The  internal  diameter  of  the  IMA  is  almost
equivalent  the  mid-LAD, and thus  there  is  decreased risk  of  graft  thrombosis.  They al‐
so  highlighted that  LIMA graft  in  addition  to  matching favorable  dimensions  of  native
LAD,  lacks  valves,  has  less  endothelial  fenestrations,  and  has  a  greater  resistance  to
trauma  while  it  is  being  harvested  [78].  Other  advantageous  physiological  characteris‐
tics  of  the  IMA  include  higher  flow  reserve  and  shear  stress,  greater  nitric  oxide  and
prostacyclin  production  leading  to  vasodilation  and  inhibition  of  platelet  aggregation,
appropriate  relaxation  response  to  thrombin,  less  vasoconstrictor  sensitivity  and  high
vasodilator  sensitivity  along  with  decreased  number  of  fibroblast  growth  factor  recep‐
tors  thus reducing plaque formation [78].
In a patent population in whom both radial artery and SVG grafts were used for CABG, it
was found that radial artery grafts fared worse than SVGs in patients with PAD [79].
3.5. Off pump CABG and standard CABG
Off pump CABG (OPCAB) is referred to as CABG without use of cardiopulmonary bypass
or cardioplegia while on pump CABG is referred to the use of cardiopulmonary bypass and
cardioplegia. There have been various studies which generally show benefits of OPCAB as
compared to standard CABG. Benefits include less bleeding complications, stroke and renal
failure after OPCAB.
In a retrospective analysis of 68,000 patients by Ractz et al, 9000 OPCAB revascularizations
were performed with this group comprising many high-risk patients including those with
>60 years of age, female gender, low LVEF, previous history of CABG, stroke, PAD, conges‐
Impact of Renal Dysfunction and Peripheral Arterial Disease on Post-Operative Outcomes ...
http://dx.doi.org/10.5772/54417
451
tive heart failure, calcified aortic disease, and renal failure. It was seen that the standard
CABG group as compared to OPCAB group had higher rates of stroke (2.0% vs. 1.6%), high‐
er bleeding complications (2.2% vs. 1.6%), and prolonged hospital stay by one day. At 3-year
follow-up, the need for repeat revascularization was also greater in standard CABG versus
the OPCAB group [80].
In another retrospective study by Mack et al in which 17401 patients were reviewed and
7283 received OPCAB, it was found that even in patients with PAD among other risk fac‐
tors, patients undergoing OPCAB had improved mortality when compared to patients un‐
dergoing on-pump CABG (1.9% vs. 3.5%). The rate of complications including major
bleeding, wound infection, atrial fibrillation, permanent stroke, gastrointestinal and respira‐
tory complications, renal failure, myocardial infarction, and multiorgan failure was higher
in standard CABG group [81].
In another study comprising 214 patients at high risk (high EuroSCORE) with >50% of pa‐
tients with significant PAD, it was found that off-pump CABG was safer and was associated
with less early post-operative complications including multi-organ failure [82].
Patients with PAD are likely to have complex atheromatous plaques in the arch of aorta
which poses a risk for peri-operative stroke during manipulation for on-pump CABG sur‐
gery An analysis of 422 patients demonstrated that there was a significant reduction in post-
operative stroke in patients who had OPCAB when compared to patients undergoing on-
pump surgery (0.9% vs. 5.7%, p=0.007) [83]. Therefore, for patients with PAD needing
CABG, OPCAB would help avoid manipulation of aorta and in turn, decrease post-opera‐
tive cerebrovascular complications.
Over a period of time, an increasing body of evidence has indicated that OPCAB is better
than on-pump CABG, especially in high-risk groups. This includes a significant benefit of
OPCAB in patients with PAD as it reduces the risk of postoperative stroke. As it has been
shown in the SYNTAX trial, which is the largest contemporary trial comparing PCI versus
CABG, showed that the major risk with CABG appears to be the increased risk of stroke
from it [84]. OPCAB can, at least reduce that chance which might improve the overall bene‐
fit of CABG in patients with advanced CAD.
4. Conclusion
Based on current data, there is sufficient evidence to suggest that diabetes, peripheral arteri‐
al disease, CKD, on-pump CABG, increased aortic cross clamp and cardiopulmonary bypass
duration, lack of use of IMA graft are strongly associated with poor in hospital, short term
and long term outcomes after CABG. Rigorous modification of these risk factors to the maxi‐




Muhammad A. Chaudhry1, Zainab Omar2 and Faisal Latif3
*Address all correspondence to: faisal-latif@ouhsc.edu
1 Scripps Green Hospital, La Jolla, California, USA
2 King Edward Medical College, Lahore, Pakistan
3 University of Oklahoma Health Sciences Center, Oklahoma City, Oklahoma, USA
References
[1] Roques F, Nashef SA, Michel P, Gauducheau E, de Vincentiis C, Baudet E, Cortina J,
David M, Faichney A, Gabrielle F, Gams E, Harjula A, Jones MT, Pintor PP, Salamon
R, Thulin L. Risk factors and outcome in European cardiac surgery: analysis of the
EuroSCORE multinational database of 19030 patients. Eur J Cardiothorac Surg. 1999
Jun;15(6):816-22; discussion 822-3.
[2] Edwards FH, Grover FL, Shroyer AL, Schwartz M, Bero J, Clark RE. The Society of
Thoracic Surgeons National Cardiac Surgery Database: current risk assessment Ann
Thorac Surg 1997;63:903-908.
[3] Cockcroft DW, Gault MH. Prediction of creatinine clearance from serum creatinine.
Nephron 1976;16 (1): 31–41.
[4] Levey AS, Bosch JP, Lewis JB, Greene T, Rogers N, Roth D. A more accurate method
to estimate glomerular filtration rate from serum creatinine: a new prediction equa‐
tion. Modification of Diet in Renal Disease Study Group. Annals of Internal Medicine
1999;130 (6): 461–70.
[5] Manjunath G, Tighiouart H, Ibrahim H, MacLeod B, Salem DN, Griffith JL, Coresh J,
Levey AS, Sarnak MJ. Level of kidney function as a risk factor for atherosclerotic car‐
diovascular outcomes in the community. J Am Coll Cardiol. 2003; 41(1):47-55.
[6] Strippoli GF, Craig JC, Manno C, et al. Hemoglobin targets for the anemia of chronic
kidney disease: a meta-analysis of randomized, controlled trials. J Am Soc Nephrol
2004; 15: 3154-3165.
[7] Cozzolino M, Brancaccio D, Gallieni M, et al. Pathogenesis of vascular calcification in
chronic kidney disease. Kidney Int 2005;68: 429-436.
[8] Levin A, Li YC. Vitamin D and its analogues: do they protect against cardiovascular
disease in patients with kidney disease? Kidney Int. 2005 Nov; 68(5):1973-81.
Impact of Renal Dysfunction and Peripheral Arterial Disease on Post-Operative Outcomes ...
http://dx.doi.org/10.5772/54417
453
[9] Agirbasli M, Weintraub WS, Chang GL, et al.Outcome of coronary revascularization
in patients on renal dialysis. Am J Cardiol 2000;86:395-399.
[10] Labrousse L, de Vincentiis C, Madonna F, et al. Early and long term results of coro‐
nary artery bypass grafts in patients with dialysis dependent renal failure. Eur J Car‐
diothorac Surg 1999;15:691-696.
[11] Ivens K, Gradaus F, Heering P, et al. Myocardial revascularization in patients with
end-stage renal disease: comparison of percutaneous transluminal coronary angio‐
plasty and coronary artery bypass grafting. Int Urol Nephrol 2001; 32: 717-723.
[12] Kahn JK, Rutherford BD, McConahay DR, et al.Short- and long-term outcome of per‐
cutaneous transluminal coronary angioplasty in chronic dialysis patients. Am Heart J
1990;119:484-489.
[13] Schoebel F, Gradaus F, Ivens K, Heering P, Jax TW, Grabensee B, Strauer B, Leschke
M. Restenosis after elective coronary balloon angioplasty in patients with end stage
renal disease: a case-control study using quantitative coronary angiography. Heart.
1997; 78(4): 337–342.
[14] Latif F, Kleiman NS, Cohen DJ, Pencina MJ, Yen CH, Cutlip DE, Moliterno DJ, Nassif
D, Lopez JJ, Saucedo JF; EVENT Investigators. In-hospital and 1-year outcomes
among percutaneous coronary intervention patients with chronic kidney disease in
the era of drug-eluting stents: a report from the EVENT (Evaluation of Drug Eluting
Stents and Ischemic Events) registry. JACC Cardiovasc Interv. 2009;2(1):37-45.
[15] Herzog CA, Ma JZ, Collins AJ. A comparative survival of dialysis patients in the
United States after coronary angioplasty, coronary artery stenting, and coronary ar‐
tery bypass grafting and impact of diabetes. Circulation 2002;106:2207-11.
[16] Hillis GS, Croal BL, Buchan KG, et al. Renal function and outcome from coronary ar‐
tery bypass grafting: Impact on mortality after a 2.3-year follow up. Circulation 2006;
113:1056-1062.
[17] Cooper WA, O'Brien SM, Thourani VH, et al. Impact of renal dysfunction on out‐
comes of coronary artery bypass surgery: Results from the Society of Thoracic Sur‐
geons National Adult Cardiac Database. Circulation 2006; 113:1063-1070.
[18] Liu JY, Birkmeyer NJ, Sanders JH, et al. Risks of morbidity and mortality in dialysis
patients undergoing coronary artery bypass surgery. Circulation. 2000; 102: 2973–
2977.
[19] Zoccali C, Ciccarili M, Maggiori Q. Defective reflex control of heart rate in dialysis
patients: evidence for an autonomic afferent lesion. Clin Sci Mol Med 1982;63:
285-292.
[20] Charytan DM, Yang SS, McGurk S, Rawn J. Long and short-term outcomes following
coronary artery bypass grafting in patients with and without chronic kidney disease.
Nephrol. Dial. Transplant 2010; 25(11): 3654-3663.
Artery Bypass454
[21] Zhong H, David T, Zhang AH, Fang W, Ahmad M, Bargman JM, Oreopoulos DG.
Coronary artery bypass grafting in patients on maintenance dialysis: is peritoneal di‐
alysis a risk factor of operative mortality? Int Urol Nephrol. 2009; 41(3):653-62.
[22] Hamada Y, Kawachi K, Nakata T, Takano S, Tsunooka N, Sato M, Watanabe Y, Na‐
kano N, Miyauchi K, Kohtani T. Cardiac surgery in patients with end-stage renal dis‐
ease. Utility of continuous ambulatory peritoneal dialysis. Jpn J Thorac Cardiovasc
Surg. 2001 Feb; 49(2):99-102.
[23] Herlitz J, Wognsen GB, Karlson BW, et al. Mortality, mode of death and risk indica‐
tors for death during 5 years after coronary artery bypass grafting among patients
with and without a history of diabetes mellitus. Coron Artery Dis. 2000; 11:339–346.
[24] Clough RA, Leavitt BJ, Morton JR, et al. The effect of comorbid illness on mortality
outcomes in cardiac surgery. Arch Surg. 2002; 137: 428–432.
[25] Szabo Z, Hakanson E, Svedjeholm R. Early postoperative outcome and medium-term
survival in 540 diabetic and 2239 non-diabetic patients undergoing coronary artery
bypass grafting. Ann Thorac Surg. 2002; 74: 712–719.
[26] Thourani VH, Weintraub WS, Stein B, et al. Influence of diabetes mellitus on early
and late outcome after coronary artery bypass grafting. Ann Thorac Surg. 1999; 67:
1045–1052.
[27] Morris JJ, Smith LR, Jones RH, et al. Influence of Diabetes and Mammary Artery
Grafting on Survival after Coronary Bypass. Circulation. 1991; Suppl III: III-275–
III-284.
[28] Stevens LM, Carrier M, Perrault LP, Hébert Y, Cartier R, Bouchard D, Fortierand A,
Pellerin M. Influence of diabetes and bilateral internal thoracic artery grafts on long-
term outcome for multivessel coronary artery bypass grafting.. Eur J Cardiothorac
Surg (2005) 27 (2): 281-288.
[29] Salomon NW, Page US, Okies JE, Stephens J, Krause AH, Bigelow JC.Diabetes melli‐
tus and coronary artery bypass. Short-term risk and long-term prognosis. J Thorac
Cardiovasc Surg 1983; 85(2):264-271.
[30] Jacoby RM, Nesto RW. Acute myocardial infarction in the diabetic patient: patho‐
physiology, clinical course and prognosis. J Am Coll Cardiol 1992;20(3):736-744.
[31] OsendeJI, Badimon JJ, Fuster V, Herson P, Rabito P, Vidhun R, Zaman A, Rodriguez
OJ, Lev EI, Rauch U, Heflt G, Fallon JT, Crandall JP. Blood thrombogenicity in type 2
diabetes mellitus patients is associated with glycemic control. J Am Coll Cardiol
2001;38(5):1307-1312.
[32] Williams SB, Cusco JA, Roddy MA, Johnstone MT, Creager MA. Impaired nitric ox‐
ide-mediated vasodilation in patients with non-insulin-dependent diabetes mellitus.
J Am Coll Cardiol 1996; 27(3):567-574.
Impact of Renal Dysfunction and Peripheral Arterial Disease on Post-Operative Outcomes ...
http://dx.doi.org/10.5772/54417
455
[33] Isolated Systolic Hypertension Is Associated with Adverse Outcomes from Coronary
Artery Bypass Grafting Surgery. Solomon Aronson, Denis Boisvert, William Lapp.A
& A May 2002 vol. 94 no. 5 1079-1084.
[34] Cheung AK, Sarnak MJ, Yan G, Dwyer JT, Heyka RJ, Rocco MV, Teehan BP, Levey
AS. Atherosclerotic cardiovascular disease risks in chronic hemodialysis patients.
Kidney Int. 2000 Jul;58(1):353-62.
[35] Shoji T, Nishizawa Y, Kawagishi T, Tanaka M, Kawasaki K, Tabata T, Inoue T, Morii
H. Atherogenic lipoprotein changes in the absence of hyperlipidemia in patients with
chronic renal failure treated by hemodialysis. Atherosclerosis. 1997 Jun; 131(2):
229-36.
[36] Ross R. Atherosclerosis-An inflammatory disease. N Engl J Med1999;340:115-26.
[37] Schettler V, Wieland E, Methe H, Schuff-Werner P, Müller GA. Oxidative stress dur‐
ing dialysis: effect on free radical scavenging enzyme (FRSE) activities and gluta‐
thione (GSH) concentration in granulocytes. Nephrol. Dial. Transpl 1998; 13(10):
2588-2593.
[38] Conlon PJ, Crowley J, Stack R, Neary JJ, Stafford-Smith M, White WD, Newman MF,
Landolfo K. Renal artery stenosis is not associated with the development of acute re‐
nal failure following coronary artery bypass grafting. Ren Fail. 2005; 27(1):81-6.
[39] Erentug V, Bozbuga N, Polat A, Tuncer A, Sareyyupoglu B, Kirali K, Akinci E, Yakut
C. Coronary bypass procedures in patients with renal artery stenosis. J Card Surg.
2005; 20(4):345-9.
[40] Anderson RJ, O'brien M, MaWhinney S, VillaNueva CB, Moritz TE, Sethi GK, Hen‐
derson WG, Hammermeister KE, Grover FL, Shroyer AL. Renal failure predisposes
patients to adverse outcome after coronary artery bypass surgery. VA Cooperative
Study #5. Kidney Int. 1999 Mar; 55(3):1057-62.
[41] Winkelmayer WC, Levin R, Avorn J. Chronic kidney disease as a risk factor for
bleeding complications after coronary artery bypass surgery. Am J Kidney Dis
2003;41: 84-89.
[42] Jennings RB, Reimer KA. The cell biology of acute myocardial ischemia. Annu Rev
Med, 1991; 42:225-46.
[43] Doenst T, Borger MA, Weisel RD, Yau TM, Maganti M, Rao V. Relation between
aortic cross-clamp time and mortality — not as straightforward as expected. Eur J
Cardiothorac Surg 2008; 33(4):660-665.
[44] Rastan AJ, Eckenstein JI, Hentschel B, Funkat AK, Gummert JF, Doll N, Walther T,
Falk V, Mohr FW. Emergency Coronary Artery Bypass Graft Surgery for Acute Coro‐
nary Syndrome Beating Heart Versus Conventional Cardioplegic Cardiac Arrest
Strategies. Circulation. 2006; 114: I-477-485.
Artery Bypass456
[45] Parikh DS, Swaminathan M, Archer LE, Inrig JK, Szczech LA, Shaw AD, Patel UD.
Perioperative outcomes among patients with end-stage renal disease following coro‐
nary artery bypass surgery in the USA. Nephrol. Dial. Transpl 2010; 25(7):2275-2283.
[46] Wright RS, Reeder GS, Herzog CA, et al. Acute myocardial infarction and renal dys‐
function: a high-risk combination. Ann Intern Med. 2002; 137:563–570.
[47] Best PJ, Lennon R, Ting HH, Bell MR, Rihal CS, Holmes DR, Berger PB. The impact
of renal insufficiency on clinical outcomes in patients undergoing percutaneous coro‐
nary interventions. J Am Coll Cardiol 2002;39(7):1113-9.
[48] Smith SC, Benjamin EJ, Bonow RO, et al. AHA/ACCF Secondary Prevention and Risk
Reduction Therapy for Patients With Coronary and Other Atherosclerotic Vascular
Disease: 2011 Update: Title and subTitle Break A Guideline From the American
Heart Association and American College of Cardiology Foundation Endorsed by the
World Heart Federation and the Preventive Cardiovascular Nurses Association. J
Am Coll Cardiol. 2011;58(23):2432-2446.
[49] Casser A, Poldermans D, Rihal CS, Gersch BJ. The management of combined coro‐
nary artery disease and peripheral vascular disease. European Heart Journal
2010;31(13):1565–1572.
[50] Steg G, Bhatt DL, Wilson PWF, D’Agostino R, Ohman M, Rother J, et al. for the
REACH registry investigators one-year cardiovascular event rates in outpatients
with atherothrombosis. The Journal of the American Medical Association, 297 (11)
(2007), pp. 1197–1206
[51] Eagle KA, Rihal CS, Foster ED, Mickel MC, Gersch BJ for the Coronary Artery Sur‐
gery Study (CASS) investigators. Long-term survival in patients with coronary artery
disease: importance of peripheral vascular disease. J Am Coll Cardiol 1994;23(5):
1091–1095.
[52] Shub C, Vlietstra RE, Smith HC, Fulton RE, Elveback LR. The unpredictable progres‐
sion of symptomatic coronary artery disease: a serial clinical-angiographic analysis
Mayo Clin Proc 1981; 56:155-160.
[53] O’Rourke DJ, Quinton HB, Piper W, Hernandez F, Morton J, Hettleman B, et al. Sur‐
vival in patients with peripheral vascular disease after percutaneous coronary inter‐
vention and coronary artery bypass graft surgery. The Annals of Thoracic Surgery
2004;78(2): 466–470.
[54] Chu D, Bakaeen FG, Wang XL, Dao TK, LeMaire SA, Coselli JS, Huh J. The Impact of
peripheral vascular disease on long-term survival after Coronary Artery Bypass
Graft Surgery. Ann Thorac Surg. 2008;86(4):1175-80.
[55] Trachiotis GD, Weintraub WS, Johnston TS, Jones EL, Guyton RA, Craver JM. Coro‐
nary artery bypass grafting in patients with advanced left ventricular dysfunction,
Ann Thorac Surg 1998;66:1632-1639.
Impact of Renal Dysfunction and Peripheral Arterial Disease on Post-Operative Outcomes ...
http://dx.doi.org/10.5772/54417
457
[56] Birkmeyer JD, O’Connor GT, Quinton HB. et al. The effect of peripheral vascular dis‐
ease on in-hospital mortality rates with coronary artery bypass surgery. J Vasc Surg
1995; 21445- 452.
[57] Birkmeyer JD, Quinton HB, O’Connor NJ. et al. The effect of peripheral vascular dis‐
ease on long-term mortality after coronary artery bypass surgery. Arch Surg
1996;131316- 321.
[58] Kaul TK, Fields BL, Wyatt DA, Jones CR, Kahn DR. Surgical management in patients
with coexistent coronary and cerebrovascular disease: long-term results. Chest 1994;
1061349-1357.
[59] Loponen P, Taskinen P, Laakkonen E. et al. Peripheral vascular disease as predictor
of outcome after coronary artery bypass grafting. Scand J Surg 2002;91160- 165.
[60] Criqui MH, Langer RD, Fronek A, et al. Mortality over a period of 10 years in pa‐
tients with peripheral arterial disease. N Engl J Med. 1992; 326: 381–386.
[61] Minakata K, Konishi Y, Matsumoto M, Aota M, Sugimoto A, Nonaka M, et al. Influ‐
ence of peripheral vascular occlusive disease on the morbidity and mortality of coro‐
nary artery bypass grafting. Japanese Circulation Journal 2000;64(12):905–908.
[62] Collison T, Smith JM, Engel AM. Peripheral vascular disease and outcomes following
coronary artery bypass graft surgery. Archives of Surgery 2006;141(12):1214–1218.
[63] Cooper EA, Edelman B, Wilson MK, Bannon PG, Vallely MP. Off-pump Coronary
Artery Bypass Grafting in Elderly and High-risk Patients – A Review. Heart Lung
and Circulation 2011;20(11):694-703.
[64] Pokorski RJ. Effect Of Peripheral Vascular Disease On Long-Term Mortality After
Coronary Artery Bypass Graft Surgery. Journal of Insurance Medicine 1997,
29:192-194.
[65] Krajewski LP, Olin JW. Atherosclerosis of the aorta and lower-extremity arteries. In:
Young JR, Olin JW, Bartholomew JR, eds. Peripheral Vascular Diseases. St Louis, Mo:
Mosby-Year Book, Inc; 1996:208–233.
[66] Jonason T, Bergstrom R. Cessation of smoking in patients with intermittent claudica‐
tion: effects on the risk of peripheral vascular complications, myocardial infarction
and mortality. Acta Med Scand. 1987;221: 253–260.
[67] DeBakey ME, Glaeser DH. Patterns of atherosclerosis: effect of risk factors on recur‐
rence and survival-analysis of 11,890 cases with more than 25-year follow-up. Am J
Cardiol. 2000;85: 1045–1053.
[68] Whang W, Bigger JT. Diabetes and outcomes of coronary artery bypass graft surgery
in patients with severe left ventricular dysfunction: results from The CABG Patch
Trial database. J Am Coll Cardiol. 2000; 36(4):1166-1172.
Artery Bypass458
[69] Leavitt BJ, Sheppard L, Maloney C, et al. Effect of Diabetes and Associated Condi‐
tions on Long-Term Survival After Coronary Artery Bypass Graft Surgery. Circula‐
tion. 2004;110(11 Suppl 1):I-I41-4.
[70] Schwartz LB, Bridgman AH, Kieffer RW, Wilcox RA, McCann RL, Tawil MP, Scott
SM. Asymptomatic carotid artery stenosis and stroke in patients undergoing cardio‐
pulmonary bypass. J Vasc Surg. 1995; 21(1):146-53.
[71] Tunio AM, Hingorani A, Ascher E. The impact of an occluded internal carotid artery
on the mortality and morbidity of patients undergoing coronary artery bypass graft‐
ing. Am J Surg. 1999; 178(3):201-5
[72] Ono T, Kobayashi J, Sasako Y, Bando K, Tagusari O, Niwaya K, Imanaka H, Nakata‐
ni T, Kitamura S. The impact of diabetic retinopathy on long-term outcome following
coronary artery bypass graft surgery. J Am Coll Cardiol. 2002;40(3):428-36.
[73] Ben-Dor I, Waksman R, Satler LF, Bernardo N, Torguson R, Li Y, Gonzalez MA, Ma‐
luenda G, Weissman G, Hanna NN, Monath A, Gallino R, Lindsay J, Kent KM, Pi‐
chard AD. A further word of caution before using the internal mammary artery for
coronary revascularization in patients with severe peripheral vascular disease! Cath‐
eter Cardiovasc Interv. 2010 Feb 1;75(2):195-201.
[74] Leavitt BJ, O’Connor GT, Olmstead EM, Morton JR, Maloney CT, Dacey LJ, Hernan‐
dez F, Lahey SJ. Use of the Internal Mammary Artery Graft and In-Hospital Mortali‐
ty and Other Adverse Outcomes Associated With Coronary Artery Bypass Surgery;
Circulation. 2001; 103: 507-512.
[75] Cosgrove DM, Loop FD, Lytle BW, et al. Does mammary artery grafting increase sur‐
gical risk? Circulation. 1985;72:II-170–II-174.
[76] Lesperance J, Bourassa MG, Biron P, et al. Aorta to coronary artery saphenous vein
grafts: preoperative angiographic criteria for successful surgery. Am J Cardiol.
1972;30: 459–465.
[77] Motwani JG, Topol EJ. Aortocoronary saphenous vein graft disease: pathogenesis,
predisposition, and prevention. Circulation. 1998; 97:916–931.
[78] O’Connor NJ, Morton JR, Birkmeyer JD, et al. Effect of coronary artery diameter in
patients undergoing coronary bypass surgery: the Northern New England Cardio‐
vascular Disease Study Group. Circulation. 1996; 93: 652–655.
[79] Hata M, Yoshitake I, Wakui S, Unosawa S, Kimura H, Hata H, Shiono M. Long-term
patency rate for radial artery vs. saphenous vein grafts using same-patient materials.
Circ J. 2011;75(6):1373-7.
[80] Racz MJ, Hannan EL, Isom OW, Subramanian VA, Jones RH, Gold JP, Ryan TJ, Hart‐
man A, Culliford AT, Bennett E, Lancey RA, Rose EA. A comparison of short- and
long-term outcomes after off-pump and on-pump coronary artery bypass graft sur‐
gery with sternotomy. J Am Coll Cardiol. 2004; 43: 557–564.
Impact of Renal Dysfunction and Peripheral Arterial Disease on Post-Operative Outcomes ...
http://dx.doi.org/10.5772/54417
459
[81] Mack MJ, Pfister A, Bachand D, Emery R, Magee MJ, Connolly M, Subramanian VA.
Comparison of coronary bypass surgery with and without cardiopulmonary bypass
in patients with multivessel disease. J Thorac Cardiovasc Surg. 2004; 127: 167–173.
[82] Munos E, Calderon J, Pillois X, Lafitte S, Ouattara A, Labrousse L, Roques X, Baran‐
don L. Beating-heart coronary artery bypass surgery with the help of mini extracor‐
poreal circulation for very high-risk patients. Perfusion. 2011;26(2):123-31.
[83] Karthik S, Musleh G, Grayson AD, Keenan DJM, Pullan DM, Dihmis WC, et al. Coro‐
nary surgery in patients with peripheral vascular disease: effect of avoiding cardio‐
pulmonary bypass. The Annals of Thoracic Surgery, 77 (4) (2004), pp. 1245–1249.
[84] Serruys PW, Morice MC, Kappetein AP, et al. for the SYNTAX Investigators. Percuta‐
neous Coronary Intervention versus Coronary-Artery Bypass Grafting for Severe
Coronary Artery Disease. N Engl J Med 2009; 360:961-972.
Artery Bypass460
